response: We appreciate the interest in our paper. In our experience, lateral LSA position was unrelated to histology, and histology was unrelated to postoperative neurological status. However, readers can conclude what they will from Tables 1 and 2 .
Assuming pristine opening of the sylvian fissure, morbidity in the resection of subinsular gliomas is usually due to lenticulostriate vessel injury. This is more likely to occur if these vessels are located superficial to or within the tumor rather than deep to or displaced medially by the tumor. The concept that high-grade gliomas grow by invasion while low-grade tumors grow by displacement of parenchyma is refreshingly innocent, but contrary to our experience. 1, 2 Although some low-grade gliomas displace parenchyma (as well as the vessels within that parenchyma), some high-grade lesions can do this also. Most gliomas, low-and high-grade, grow by the invasion of motile isolated tumor cells in the extracellular spaces of intact and functioning parenchyma. 3 It is clear that safety concerns arise when this topic is evaluated, especially when the highly experienced group from Heidelberg reports a 12% rate of cerebral herniation in their patients as well as a decrease from 98 to 82% in the number of patients with present basal cisterns.
Lumbar drainage for intracranial pressure
We have used external lumbar drainage of CSF in patients with traumatic brain injury with refractory ICP following a strict protocol. 1 In our protocol, all patients received hyperventilation and barbiturate coma or therapeutic hypothermia before using external lumbar drainage. In addition, CSF removal was performed in a controlled way. When the ICP was > 20 mm Hg, the CSF was removed continuously. After ICP decreased to < 10 mm Hg, the external lumbar drain was closed, CSF removal stopped, and patient's head was placed at 0°. When ICP increased > 15 mm Hg the system was opened again and patient's head placed at 30° again. Following this protocol, none of the 17 patients showed transient of fixed dilated pupils. Currently, after using external lumbar drainage in 30 patients with traumatic brain injury, we have observed the same results. We would like to highlight that our patients were previously treated (unsuccessfully) with second-level measures. When these measures fail to control ICP, mortality and severe disability increases up to 80-100%. 2 We believe that, under these circumstances, the concept of "Primum non nocere" raised by Grady 3 is not applicable.
response: We very much appreciate the encouraging comments of Dr. Llompart-Pou and colleagues. We are glad to hear that other departments also use the concept of lumbar CSF drainage in patients with elevated ICP, a concept that is in our opinion quite successful.
Except for hypothermia, which we do not use because we do not see any evidence for it, their protocol is quite similar to ours. We also stop CSF removal after reaching an ICP level < 15 mm Hg. The idea to lower the head to 0° at an ICP of < 10 mm Hg and elevate it again when ICP is 15 mm Hg sounds very reasonable and might indeed make lumbar CSF drainage in patients with elevated ICP 
